Pancoast tumor is a primary carcinoma occurring at the apex of the lungs. These tumors have distinct clinical presentation because of their anatomical location and the resultant clinical entity, called Pancoast syndrome, presents as severe pain in the neck, shoulder and arm and as Horner's syndrome. The initial symptoms are most frequently musculoskeletal in nature and the pulmonary symptoms of lung cancer are rather rare resulting in delayed diagnosis of this condition in majority of the cases. We report a case of 65-year-old female who presented with pain in the neck, left shoulder and arm along with numbness and tingling sensation in her forearm and hand mimicking clinically as cervical spondylosis. On detailed evaluation, she was diagnosed to have Pancoast tumor. This case report highlights the clinical presentation of Pancoast tumor and emphasizes the importance of its inclusion in the differential diagnosis of patients presenting with persistent pain in the neck and shoulder.
Introduction:
The Pancoast tumour is a primary malignant tumor occurring at the apex of the lung in the area of the sulcus formed by passage of the subclavian artery which can invade the adjacent ribs, the vertebral bodies, the brachial plexus, the subclavian vessels and the stellate ganglion.
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Pancoast syndrome is characterized by pain, which may arise in the shoulder or chest wall and may radiate to the neck. Horner's syndrome, which consists of ptosis, meiosis and anhydrosis, results from invasion of the paravertebral sympathetic chain. Weakness and atrophy of the hand and parasthesias are common clinical findings resulting from invasion of the C8 and T1 nerve roots of the brachial plexus.
More infrequent manifestations include supraclavicular adenopathy, superior vena cava syndrome and involvement of the phrenic or laryngeal nerves. 4 The aim of this case report is to emphasize the importance of high index of clinical suspicion of Pancoast tumor in patients presenting with persistent pain in the neck and shoulder. The clinical presentation, radiograph and CT findings of the patient with Pancoast tumor are presented here.
Case report:
A 65-year-old female with history of smoking, presented with the complaints of progressive pain in neck, left shoulder and arm to a local physician who diagnosed her as a case of cervical spondylosis based on the clinical findings and put on conservative management. During the course of treatment, her pain became severe and excruciating with numbness and tingling sensation in the forearm and hand. Then, the patient was referred to B.P. Koirala Institute of Health Sciences, Dharan, Nepal, which is a tertiary care center, for further evaluation. Chest radiograph showed a homogenous opacity in the left upper zone in the apical region with destruction of adjacent ribs [Figure1] . apex of the lung generates clinical symptoms that may easily be attributed to other causes, like musculoskeletal disorders. The initial symptoms associated with Pancoast tumour are most frequently musculoskeletal in nature. In fact, more than 90% of patients initially presents with shoulder pain, rather than with pulmonary symptoms because the extra pulmonary bulk of the tumor mass can invade the thoracic inlet and affect the adjacent structures such as spinal nerve roots, subclavian vessels, sympathetic chain and its stellate ganglion. 2, [5] [6] [7] In our case also pulmonary symptoms of malignancy such as cough, hemoptysis and dyspnea were absent. This case initially presented with pain in the neck, shoulder and arm with development of tingling sensation and numbness in the forearm and hand later in the course of disease. Deng et al 8 in a study reported misdiagnosis of Pancoast tumour as musculoskeletal disorder and pulmonary tuberculosis in 73% of cases.
Early detection of Pancoast tumor may be made by careful inspection of radiographic investigation of the upper lung field in apical lordotic, full size PA and lateral views which can reveal a small homogeneous shadow in the apical region of the lung, with the occasional evidence of erosion and destruction of adjacent ribs and vertebrae. A small soft tissue mass in the apical region may not be seen on radiograph due to superimposition of the bone shadow at this level. When there is high index of clinical suspicion, other imaging modalities such as CT scan or MRI may be required to exclude a Pancoast tumor even when the plain radiograph changes are subtle. 2, 9 Bone involvement is best shown by CT scan, but MRI is excellent in evaluation of soft tissue involvement, and is far more sensitive (88%) and specific (100%) for local staging of the tumor. The role of ultrasound is limited, however it may be useful in aiding percutaneous biopsy as it is able to visualize the external component of the tumor via an intercostal or supraclavicular acoustic window. 10, 11 Biopsy via bronchoscopy has a low yield due to the anatomical location of the tumor mass. The diagnostic procedure of choice for material acquisition is image-guided needle aspiration biopsy, which has low complication rates.
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Conclusion:
As Pancoasttumors are frequently misdiagnosed as variety of musculoskeletal disorders, it is important to havehigh index of clinical suspicion of this entity in patients presenting with persistent pain in the neck and shoulder, particularly if the patient is smoker, so that early diagnosis can be made which is crucial for the management.
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